acryostenosis, an obstruction of the nasolacrimal duct (NLD), 1 is found in up to 20% of newborns 2 and is the most common cause of epiphora and ocular discharge in this patient population. Dacryostenosis results from either incomplete canalization of the nasolacrimal epithelial cord in utero or from misaligned cranial bones that have shifted due to forces in utero, during childbirth, or during the postpartum period.
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acryostenosis, an obstruction of the nasolacrimal duct (NLD), 1 is found in up to 20% of newborns 2 and is the most common cause of epiphora and ocular discharge in this patient population. Dacryostenosis results from either incomplete canalization of the nasolacrimal epithelial cord in utero or from misaligned cranial bones that have shifted due to forces in utero, during childbirth, or during the postpartum period. 3, 4 The criterion standard of care for patients with dacryostenosis is nasolacrimal massage, a noninvasive technique in which a nonspecific pressure is applied over the lacrimal sac to force tears into the NLD. The primary role of the NLD is to drain tears from the eye. Although 96% of dacryostenosis cases resolve spontaneously by age 12 months, the likelihood of spontaneous resolution decreases with age. 5 If symptoms persist for infants aged 6 to 12 months, nasolacrimal probing with the use of anesthesia may be required. 6 If dacryostenosis is left untreated, patients are at risk for complications such as infection and anisometropia. 1, 5 We report the case of an infant boy whose persistent dacryostenosis resolved after osteopathic manipulative treatment (OMT). To our knowledge, the current report is the first to discuss OMT for dacryostenosis. 
Resolution of Dacryostenosis After

Discussion
Physiologic and Pathologic Process
The NLD originates at the nasolacrimal fossa in the medial wall of the orbit. The nasolacrimal fossa comprises the lacrimal bone posteriorly and the frontal process of the maxilla anteriorly. Canalization begins during the third month in utero and starts superiorly at the punctum and ends distally at the Hasner valve, which covers the opening to the inferior meatus of the nasal cavity ( Figure   2 ). 3 When tears enter the puncta, a combination of orbicularis oculi muscle contraction, fascial traction, and negative pressure creates a pumping action to force tears farther into the NLD. 7 The most common cause of dacryostenosis is an unopened membrane at the Hasner valve ( Figure 2 ). 7 Other causes include interosseous narrowing from dysfunctions of the adjacent frontal, maxilla, and ethmoid bones.
Intraosseous compression may also occur within the lacrimal bone, because the bones of an infant are soft and easily molded by surrounding stressors. 4 Report of Case the lacrimal sac. 6, 7 It may also help to rupture the unopened Hasner valve. 6 If symptoms persist after the patient is aged 6 to 12 months, NLD probing may be necessary. If probing fails, balloon dilation or temporary silicone stents may be used. In rare cases, permanent measures are available, such as the construction of a window between the lacrimal sac and nasal cavity. 
Osteopathic Approach and Considerations
To understand the role of OMT in alleviating stenosis, one must be familiar with the anatomy of the NLD and its surrounding bones, muscles, and fasciae. Structurally, the osseous canal through which the NLD traverses can narrow if the frontal process of the maxilla is driven posteriorly or if the lacrimal bone is driven anteriorly. 4 One objective of a cranial bone lift is to manage dysfunctions of the associated bones in relation to their sutural or dural connections. 8 In cases of dacryostenosis, cranial bone lifts can be used to manage the stresses placed on the lacrimal bone by the surrounding maxillary, frontal, and ethmoid bones. The canal may become more patent and drain more easily if the bony articulations are decompressed.
Orbital muscles also play a role in dacryostenosis. Addressing the myofascial strains that create bony restrictions may augment lymph drainage by activating lymphatic stretch reflexes and normalizing sympathetic effects on the contractile elements of lymphatic vessels.
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Even indirect techniques, such as cranial bone lifts, alter the pressure on smaller lymphatic vessels. 10 In our case, their ganglia can cause symptoms of dacryostenosis, which may be alleviated as the strain patterns are managed. 9 The orbicularis oculi muscle is innervated by the temporal and zygomatic branches of the facial nerve 
Conclusion
As demonstrated in the present case, OMT may decrease the need for antibiotics and invasive procedures in patients with persistent dacryostenosis. Additional research is needed to support these findings and to evaluate the role of OMT as a potential conservative first-line treatment for these patients.
